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Vocational Guidance of P sychoneuroses 


ELVIN V. SEMRAD, M.D. 
Boston, Massachusetts 


Vocational guidance of the neurotic per- 
son, for all practical purposes, is much the 
same problem as vocational guidance in gen- 
eral. It must be effected in terms of the 
individual’s original endowment (physical, 
intellectual and emotional), his personality 
needs, his personality development, apti- 
tudes, and the emotional and physical de- 
mands of the milieu in which he lives and 
works. The vocational guidance counselor 
needs to consult with the psychiatrist and 
social worker on special aspects of the prob- 
lem and their efforts as a “team” should 
benefit the counselee most. 


Nature of Neurotic Illness 

A practical understanding of neurotic ill- 
ness requires a knowledge of personality. 
For our purposes here personality may be 
defined as the organized system of senti- 
ments or attitudes by which one establishes 
relationships with others and negotiates in- 
ter-personal transactions.1. Every person in 
the development of his personality has found 
and perfected “ways” of dealing with people 
and situations which allow him a minimal 
amount of discomfort and dissatisfaction. 
These “ways” are expressions of his atti- 
tudes and sentiments which may be called 
personality trends. The regularity and ade- 
quacy of these trends determines largely the 
effectiveness and satisfaction in a personal 
adjustment. Satisfaction in a _ personal 
adjustment is gained through successful 


self-expression in a manner which main- 
tains emotional security and self-assurance 
through the affection and respect of others. 
If one is unsuccessful in ones undertakings 
there is dissatisfaction. Even great achieve- 
ment may leave dissatisfaction if it falls too 
far short of one’s aspirations. Dissatisfac- 
tion results in tension, anxiety or depression. 
The patient relieves his distress by neurotic 
defenses against it. These are automatic and 
protect his self-esteem. For example, sick- 
ness and fatigue become acceptable excuses 
for non-performance, and obtain for the per- 
son a second rate means of getting atten- 
tion and pity which he needs for his emo- 
tional security. Thus, we can see a neurotic 
illness as an automatic defense mechanism 
developed from a personality trend, by which 
a patient gains consolation at the price of 
moderate distress or disability and thus 
saves himself from an intolerable anxiety or 
tension. 
Thus from a vocational guidance stand- 
point it becomes important to determine: 
1. Is the patient’s vocation a source of dis- 
satisfaction? How? Why? 
2. To what anxiety is the patient’s illness 
a defense reaction? Does it have any- 
thing to do with his vocation? How? 
Why? 
. What are the patient’s vocation senti- 
ments and attitudes? What relation, 
if any, have they to his present illness? 
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4. What are his personality trends? Are 
they exaggerated or unbalanced ex- 
pressions of a normal trend? What re- 
lation do they have to his vocation? 
What is the psychiatrist’s evaluation 
of same? 


The information gained will allow intelli- 
gent guidance aimed at finding the means 
whereby the patient can obtain satisfaction 
and be more effective in his vocation. 


Personality Trend Considerations 
Personality trends tend to be persistent 
and must be taken into account in the voca- 
tional guidance procedure. Their persistence 
may be fortunate in many instances in that 
they may constitute the formation of grati- 
fying personal careers of great social value. 


The obsessive trend manifesting in me- 
ticulousness, perfectionistic strivings, perse- 
verance tendencies and ruminations may 
prove of value to the artist. Excessive or- 
derliness, exaggerated need for cleanliness, 
dependence on ritual and precision serve the 
surgeon well. Even a habit of harping on 
subjects and hair-splitting argumentative- 
ness may be of value to an organizer, a de- 
tail man, etc. 


The hypochondriacal trend shows itself 
most characteristically in the automatic 
magnification of trifling pain or distress and 
a great interest in body function. Realiza- 
tion that a person with a hypochondriacal 
trend, without intention or planning, solicits 
affection by gaining sympathy through ill- 
ness will stimulate constructive guidance 
into a position and with people where the 
primary need can be worked out. A do- 
mestic, or a governess or a teacher may be- 
come appreciated by other people to the 
point where it is no longer necessary to gain 
sympathy. 

The neurasthenic trend is manifested in ex- 
cessive fatigability. Persons who are driven 
by a sense of duty rather than by enthusi- 
asm are especially prone to magnify fatigue. 
In what vocation could he find personal sat- 
isfaction by performance? Can the psychia- 
trist help him understand inability to feel 
accepted with affection on a personal basis, 
rather than on a performance basis as had 
been his habit? What can the guidance 
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team work out for this man so he can help 
himself? 

The disassociative trend manifests in logs 
of function of some part of the body without 
organic lesion. One may lose one’s voice, 
may be paralyzed in left leg or, “forget”’ cer. 
tain matters; the tendency to solve basic dis. 
satisfactions and discomforts by resorting 
unconsciously to such losses is called a dis- 
sociative trend. 

Some persons utilize a particular organ or 
system of organs of their body as an expres. 
sive outlet for basic personality discomfort 
and dissatisfactions. 

A detailed discussion of the dynamics of 
personality trends is impossible here, but it 
can be pointed out that exaggeration of 
same to the point where they interfere with 
a person’s work, his relations with people 
or, result in incapacitating distress or dis- 
ability, will become a factor in the diagnosis 
of a respective neurosis syndrome, namely; 
obsessive compulsion neurosis, hypochon- 
driasis, neurasthenia, hysteria or psychoso- | 
matic disease. The delineation of these 
trends as well as an appreciation and evalu- 
ation of the assets and constructive uses of 
even second rate patterns of reaction is the 
realm of the psychiatrist and his contribu- 
tion here is most important. 

Grossly exaggerated physiologic expres- 
sions of anxiety can be referred to as anx- 
iety states. 
























Work Sentiment Considerations 

For better understanding of the neurotic 
person’s vocational needs and ideals, as they 
relate to his personality trends and to his 
inter-personal issues, it becomes important 
to study his sentiments or prejudices, espe- 
cially, as they relate to early members of his 
household, toward school, toward his com- 
munity and toward work in general. This 
takes one beyond the realm of measured 
“test” aptitudes, intelligence, etc. and gives 
one an index of the persons’ potentialities 
and abilities to get along in a real work sit- 
uation, because, in each situation are people 
one must get along with as co-workers, 
bosses, foreman, etc. A patient who early 
found his father “impossible to get along 
with” carried over this idea to his boss and 
when discharged was told, “we like your 
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work but we do not like-you.” He enjoyed 
the work but needed help in understanding 
and developing effective interpersonal rela- 
tionships. This sort of an estimate of a 
person’s ability is most important because 
it opens up the possibility of vocational ad- 
vising into vocation settings where the in- 
terpersonal issues can be_ successfully 
worked out. 

Many of our work sentiments have their 
origin in childhood. The child who is given 
too little in the way of love and interest and 
is urged from an early age without reward, 
praise or unselfish interest from his elders, 
reacts with a “tired of it all” or “grown sick 
of it” attitude. The child who was given 
everything he or she wanted without any 
effort demanded of them in return, has de- 
veloped no need to make effort and has no 
interest in work or vocational pursuit. 

The child whose basic needs are not grati- 
fied because of social pressures may become 
bitter as those who toiled while others 
played. Here we are speaking of the child 
forced to work because the parent felt it 
would make for sterling character and not 
of those situations where necessity makes 
child work necessary; the result often is a 
bitter and resentful person who hates au- 
thority, dull routine, cannot work on his own 
responsibility and becomes grossly ineffi- 
cient. “Laziness” because of youthful over- 
indulgence is much less frequent than “lazi- 
ness” because of premature emphasis on 
work at the expense of normal recreations. 

The child who has not been indoctrinated 
during his years of growth and education 
with the idea of a definite job and feeling of 
community responsibility or has never been 
shown and taught the necessity or satisfac- 
tion gained from work reacts with a strong 
desire of which they are not longer aware 
to live in complete idleness. 

Those who want a great deal for a mini- 
mum of effort may become very unhappy if 
progress is slow. The child lacking in prep- 
aration to deal with reality when faced with 
a “what you can get” vocation finds same 
very unsatisfactory. Many with untrained 
habits of work and of desires for an “easy” 
position will object to various tasks on the 
grounds of lack of interest. Fond mothers 
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aid and abet their children in making these 
idle wishes. On the other hand, if a child 
at adolescence does not already know what 
his vocation will be, does not necessarily 
mean he is not ambitious but maybe he is 
not courageous enough to say what his am- 
bitions are. A child whose parents showed 
no enthusiasm for a job well done can de- 
velop little or no enthusiasm for it. 


The child may be impressed with warped 
ideas of success measured entirely in terms 
of financial return. Occasionally parents in- 
sist upon their children engaging in work 
which benefits the parent rather than the 
son or daughter; consequently the person is 
dissatisfied, inefficient and society is de- 
prived of a good worker. 

There are people who cannot make up 
their minds, change occupations frequently, 
always think the next one will suit them bet- 
ter. These related conflicting feelings and 
opposing activities have roots in much ear- 
lier times of the child experience. 

Education may forget that the purpose of 
education is to fit the child for the future 
rather than fill him with a measured amount 
of knowledge and we find students with lim- 
ited intellectual endowment pushed beyond 
their capacities. They must over-exert them- 
selves, become tired and lose interest and de- 
velop symptoms of neurosis. The parents 
may encourage the teacher to force this . 
child of limited mentality into academic 
fields because they think craftwork undigni- 
fied. The same applies to workers in jobs 
beyond their intellectual capacities to which 
they may be assigned or attain by dogged 
perseverance and suffer insecurity feelings 
and unrest because of the competitiveness. 
The child of superior intelligence may be- 
come unhappy and indifferent if it is neces- 
sary for him to advance at the same pace as 
his less gifted fellows. Neurotic traits may 
result. The same applies for people of su- 
perior intellectual endowment tied down to 
hum-drum uninteresting tasks. 

Some people, who find a job unsatisfac- 
tory, may really not wish to work at it any- 
more but are unable to admit it. Some can 
admit it to themselves but cannot admit it 
to anyone else. 

An individual may be satisfied with a vo- 
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cation, but, on the job finds he fears his 
superiors or even his fellow workers, fears 
he will be disapproved or scolded, held up 
to ridicule or demoted, without being aware 
of the fact. The necessity for going to work 
each day under the stern authority of the 
boss makes the person unhappy and may 
even induce such symptoms as anorexia, 
nausea, vomiting, depression and fatigue. 
The person feels he is overworked, but really 
work itself is a relatively infrequent cause 
of illness. Work plus conflict in personal 
relationships is common and stems from the 
person’s inability to deal with people which 
so often can be traced back to poor relation- 
ships with parents; the child may have de- 
manded too much; parents may have been 
nagging, fault finding or stingy with praise, 
and good will, etc. 


A vocation can sometimes be used to 
evade and be made into an excuse for evad- 
ing the problems of society and love. Thus, 
an exaggeration of activity in business can 
be chosen as a means or an excuse for fail- 
ure—the “I am too busy, I have no time 
for such things” attitude. Some neurotics 
find the problems of society and love neces- 
sary to evade, make no approach to the 
other sex, do not interest themselves in 
other people, occupy their minds day and 
night with their business, think of it all the 
time, become tense and suffer symptoms, and 
thus feel the symptoms excuse them from 
the more mature problems of society and 
love. 

Previous experience may promote a lik- 
ing for a certain vocation, but continuing in 
it merely because of some knowledge of it is 
unwise. Circumstances often force persons 
to gravitate into vocations for which they 
are not suited. It is notable in cases of those 
who follow in a parent’s footsteps just be- 
cause it is expected of them. 

Pressure of economic necessity may impel 
a person to like a position for which he is 
not fitted. Resulting failure may leave him 
emotionally depressed and interfere with an 
opportunity to shift to another kind of work 
for which he may be better qualified. 

Often the reality of the need for workers 
in a chosen field is not given proper consid- 
eration. An overcrowded or seasonal voca- 
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tion does not usually repay reasonable com- 
pensation for the effort expended. 

Following the arts demands considerable 
financial backing and those who hope for im- 
mediate recognition are often subject to 
frustration. 

In the person who has been crippled the 
psychological problems involved are most 
important and strike at the very foundations 
of the capacity for social adjustment. The 
crippled hero is not easily going to be in- 
ducted back to the hum-drum drudgery of 
the shops, nor is the employer easily going 
to be induced to have a man who is severely 
crippled when he can just as easily get one 
who is not. 


Traditional lay viewpoints often must be 
dealt with. The idea that caring for mental 
patients predisposes the attendant to mental 
illness is an example. On the contrary the 
knowledge gained and mental discipline help 
to prevent abnormal tendencies. However, 
persons already ill or very emotionally un- 
stable should not undertake this work in the 
hope of solving their own difficulties. 

In our own culture motherhood as a career 
is undervalued by some and often regarded 
as a not very attractive or estimable voca- 
tion. On the contrary, the mother inter- 
ested in the lives of her children is paving 
the way for them to become fellow men. If 
she is spreading their interests and is train- 
ing them to cooperate, her work is valuable 
and can never be rightly rewarded. 

Sometimes a person who has maintained a 
fairly consistent character and functional 
capacity at his vocation may undergo what 
seems to be a revolution with the expression 
of new and different attitudes and traits and 
output of energy. Organic disease of the 
brain may precipitate such an alteration of 
personality. Such a change is most notice- 
able when it is disagreeable to others or in- 
conveniences others by the person’s ineffi- 
ciency. 

The average age of employees is increas- 
ing. A man may find himself unable to do 
a job because of physical strain or loss of 
speed of reaction. He is faced with the prob- 
lem of making a change, which well directed 
to a job where his skill and judgment can 
be utilized may forestall an admittance of 
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defeat. Opportunities for adult education 
need to be encouraged. Industry is just 
awakening to the facts, thus forestalling in- 
security on the part of the man who nears 
age 50 by showing less performance than 
younger men. 

Even the friendly person who is such a 
fiend for work that he has never had time to 
enjoy his family or develop other emotional 
resources is in a sad plight indeed when ill 
health, loss of job, or retirement overtakes 
him. 

Many unemployed are untrained and un- 
skilled. Some are not interested in social 
life. Some are not interested in common 
welfare, feel themselves backward and at a 
disadvantage because of lack of proper plan- 
ning, guidance and training and lag in the 
rear of mankind. 


Other Personality Considerations 

The ultimate temperament’ and more per- 
sistent personality characteristics of the per- 
son must be evaluated. The seclusive person 
may school himself to be an excellent sales- 
man, but it is always an effort for him to 
meet people. The outgoing person on the 
other hand has a facility for making friends, 
likes to meet others, is much freer in his re- 
lations with people and would be extremely 
bored to work out details of plans, whereas, 
effecting them would be much more satisfac- 
tory. Innate intelligence, aptitudes and in- 
terests must be evaluated. 

The person’s emotional maturity: must be 
appraised, i.e., what is the person’s perspec- 
tive in which he sees his life and work. Per- 
sonality growth may be uneven, i.e., a man 
may be more mature in his professional and 
business life than with his wife. A man 
may be more mature in his work than in his 
social activities or vice versa. 


Indications for Guidance 


From the above it is obvious that per- 
sonality maladjustment reflecting in the 
sphere of vocation is not present in all indi- 
viduals suffering a neurosis and the decision 
to or not to recommend changes in this area 
will depend on the facts of the individual 
case after careful personality study. One 
must estimate the degree of impairment of 
work capacity occasioned by the neurosis. 


Many have made a satisfactory vocational 
choice and continue to carry on in this vo- 
cation efficiently in spite of symptoms occa- 
sioned by maladjustment in other areas. Too 
many neurotics suffer a positive disservice 
when taking a “rest cure away from the job” 
or even are given a recommendation “to take 
it easy.” Rest may relieve some of the 
symptoms temporarily but does nothing to 
make the patient understand himself better. 
It does not show him what has made him ill 
nor does it cure emotional conflicts. A 
change of vocation may have to be consid- 
ered. Very often it will be found that it is 
better for the neurotic individual to try to 
make himself over to fit his job than to wan- 
der about trying to find a job to fit him. 


Comments on Guidance Procedures 

The most common sources of data for an 
individual appraisal are the interview, psy- 
chometric tests, and job analysis. 

The interview between the interviewer and 
the interviewee is the primary technical pro- 
cedure. A detailed discussion of the mat- 
ter is presented by Whitehorn’ in a recent 
paper. The interviewer participates in the 
interview and observes at the same time in 
an effort to elicit and evaluate the inter- 
viewee’s attitudes, understand the personal- 
ity, and assess the vocational aspects. He 
wants to learn how they relate to the person 
concerned in action, working out his destiny 
within the framework of the social milieu of 
which and with which he participated to a 
lesser or greater degree with a more or less 
success. The interviewee should be encour- 
aged to talk about himself as a person. 

Specific points that need evaluation are: 
What is his vocational status? What needs 
to be done about it? How can he be encour- 
aged to do what needs to be done? What 
are his vocational interests in terms of his 
basic needs? How has he effected them? 
What is his ability to keep oriented to the 
task at hand through his performance? 
What are his assets and liabilities? What 
does he want from a job? Is there such a 
job? Where? What is his attitude to re- 
ward from same in terms of personal emo- 
tional needs and money? Does he show evi- 
dence of being capable to work with people 
or things? What has influenced his voca- 
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tional choice? What was the role of the 
parents in this? Has economic security been 
a strong determining factor? What are his 
vocational aims? What is his satisfaction 
with his present progress? What is his idea 
of the demands of a vocation? Does he wish 
to or has he been able to run the risk of 
personality hardship that such may entail? 
How can the vocation choice satisfy the per- 
sonality needs and still be compatible with 
the social structure? If a change is indi- 
cated can the person stand that change? Is 
it better to leave well enough alone and con- 
centrate efforts toward helping him adjust 
to the present job? The other questions 
that may need to be asked and dealt with 
are dictated by the individual situation. 
They must be oriented in the direction of 
what vocational guidance needs to be and 
can be given to allow the patient further 
growth in personality; beyond the frus- 
trated stage of his illness. Respect for the 
individual personality and a considerate and 
appreciative understanding encourage the 
patient’s spontaneous activity and his as- 
sumption of a responsible and gratifying 
role. Psychiatric diagnoses, by themselves, 
are not good criteria. The total situation 
must be understood. The specific personal- 
ity factors, the specific dysfunction evalua- 
tion matched against the emotional require- 
ments of the vocation in point become the 
major considerations. 


The use of psychometric tools is helpful 
as an indicator of intellectual endowment, 
aptitude, personality interest, etc. Specific 
tests chosen will vary with the counsellor, 
his experience, and ability to correlate them 
in consultation with the data and observa- 
tions made by the members of the vocational 
guidance team. The specific test gives an 
excellent opportunity to observe non-verbal 
cues exhibited by the person in action at a 
specific test task. The chief value of test 
scores is the check which they provide upon 
the meaning of other accumulated facts, 
against which they must be weighed. Tests 
may supply facts which had not been ac- 
cumulated through other means and thus re- 
direct an evaluation of the data at hand. 
More dependence can be placed on achieve- 
ment and aptitude tests than on so called 
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interest or personality tests. The mistake 
should not be made of using tests as a sole 
criteria for standards for arbitrary selection 
or rejection of vocational choice. 

Information about occupations and occu- 
pational conditions is necessary. Data re. 
garding occupations is published in books 
and monographs, as are bibliographies which 
contain reference to such arranged by occu- 
pation. The emotional requirements of par- 
ticular jobs must be carefully assessed and 
reassessed in terms of the neurotic patient’s 
suitability or potential suitability to the job, 
as well as the people for and with whom he 
will have to work. Each job has certain re- 
quirements, viz., the physical demands of 
the job and its environment, the intellectual 
demands of the job, technical demands of 
the job and the emotional demands of the 
job. The emotional requirements of voca- 
tions call for further research. We may say 
here that a vocation provides an “emotional 
climate” in which persons with suitable tem- 
peraments thrive best. The outgoing person 
thrives best in the “emotional climate” of 
salesmanship, press agent work, or hotel 
work, etc. The seclusive, thinking, planning 
person thrives best in a research laboratory, 
statistical department, etc. 


Guidance in the Army 

The Army is well aware of the importance 
of the right man in the right job and has 
taken great care to accomplish this. The 
psychiatrist and associates available in army 
installations study -each neurotic soldier 
carefully from the standpoint of his voca- 
tional suitability and enjoy much coopera- 
tion from classification officers, line officers 
and reclassification boards for.the proper 
use of the soldiers in available jobs. One of 
the tragedies that always accompanies war- 
fare is that the skills and talents of men 
have to be wasted on dirty, boring jobs 
which are nevertheless essential. Much ef- 
fort is expended in mental hygiene work, in- 
dividual and group psychotherapy in helping 
the neurotic see his way clear to fit himself 
to an available job as close to his vocational 
needs as possible rather than to wander 
about looking for a job in the army which 
does not exist. The law of supply and de- 
mand operates very realistically in the army 
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situation. The English have found the 
method of “posting” neurotic soldiers on a 
psychiatrist’s recommendation of proven 
value in retaining men in useful service who 
would otherwise have been discharged unfit. 
The adaptability of the average neurotic 
soldier, is very large. With adequate atten- 
tion paid to his sentiments, his personality 
trends, his vocational needs and aptitude as 
well as the leadership abilities of his supe- 
riors the success of adjustment is insured. 
The fundamental principles of mental hy- 
giene are familiar to army leaders and 
strengthened by the psychiatrist’s efforts. 


Guidance in Industry 

Industry has employed neurotics long be- 
fore it has learned what to call them. Vari- 
ous estimates of incidence have been made 
and indicate that a large proportion of the 
usually employable population is neurotic. 
Industry also knows that dissatisfied work- 
ers create an expensive labor turnover for 
the employer, with discontent, inefficiency, 
unrest and that fatigue and monotony may 
be causes of accidents. A study of man’s 
reaction time in estimating his psychophysi- 
cal capacity may influence vocational choice 
and avoid unnecessary accidents. An atti- 
tude of objectivity toward the man con- 
cerned and a rejection of the bugaboos about 
neuroses popular at the moment is most use- 
ful for the employer and will do most toward 
an efficient use of available manpower in in- 
dustry. A competent vocational guidance 
program includes both vocational counsel 
and psychiatric counsel. 


Guidance of the Neurotic Veteran 

There is much community misinformation 
about the discharged neurotic veteran. Much 
serious consideration and clear objective 
evaluation of the situation is in order. The 
vast majority will represent men of stable 
personality who have become nervous and 
“edgy” as a result of their experience. Those 
unstable before their Army experience with 
aggravation of symptoms are also usually 
curable and a good vocational adjustment 
will contribute much to overcome their war 
experience. Most are employable and will 
make excellent workers and need considera- 
tion from employers as well as care in place- 
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ment. Such broad understanding is already 
in evidence in one industry where the psy- 
chiatrist writes, “We have instructed our 
employment interviewers that they can al- 
most disregard any history of a nervous 
breakdown. We have told them that as a 
matter of fact certain types of psychiatric 
disabilities as over-conscientiousness, per- 
fectionistic traits, etc., if properly channel- 
ized may constitute industrial assets.” 

The main interest of the average neurotic 
veteran is to become self sustaining in civil- 
ian life. Many have suitable vocations. 
Some may have found new interests, learned 
new skills in the service which are more 
compatible with his personality needs than 
those of his old job. The very young may 
have to start from the beginning and be 
guided in choice of vocation. There are nu- 
merous federal, state and local agencies 
which will inform the veteran of his rights 
and which can give him help. Before sepa- 
ration from the service the veteran receives 
counsel about agencies which in his commu- 
nity can provide him with vocational coun- 
sel. In the convalescent centers and hospi- 
tals vocational counsel and some training is 
also provided. 

The aid of the psychiatrist for evaluation 
of the psychiatric aspects of the difficulty is 
essential. He must be sure the time for the 
return of his patient to work is right. To 
return too soon is a mistake. Well meaning 
friends or relatives who insist on return to 
work too soon may complicate the situation. 
Generally speaking, the sooner a veteran 
wants to work the better are his prospects, 
and one must consider in guidance that the 
veteran who has to rest at home for vague 
and indefinite reasons is lacking an insight 
into his neurotic condition and needs psy- 
chitric treatment. Four needs must be met; 
namely, physical health evaluation and treat- — 
ment, psychiatric help, vocational guidance, 
assistance in job finding and active employer 
participation in the training of the veteran 
and reintegration into the total life of the 
community. Much shift of emphasis from 
“what can we give him” to “how can we help 
him to help himself” is indicated. Voca- 
tional guidance of the neurotic to be most 
effective is a cooperative enterprise of the 
guidance team. 
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Practical Use of the Rorschach Test * 


ABRAHAM WIKLER, M.D.** and 
Mary DAINGERFIELD** 
Lexington, Kentucky 


The high reliability of the Rorschach Test 
as a method of personality investigation in 
the hands of the trained psychologist needs 
no confirmation. Few psychiatrists have 
failed to be impressed by the wealth of in- 
formation derived from the Rorschach re- 
sponses by the trained expert who, after de- 
tailed scoring, is able to make inferences 
from this one test which the clinician may 
be able to do only after weeks of detailed 
study and observation. Since most Ror- 
schach workers, by preference or circum- 
stance, have little or no knowledge of the 
clinical picture of the case, their results are 
all the more impressive. But the complex- 
ity of the scoring and interpretation under 
such conditions has made it inevitable that 
the test has been utilized extensively only 
where the services of psychologists espe- 
cially trained in the Rorschach technique 
have been available. This is as it should be 
for maximum utilization of the potentiali- 
ties of the test. But in the practice of psy- 
chiatry many situations occur in which it is 
imperative to make important decisions re- 
garding therapy in the shortest possible 
time. Thus, in private hospitals, because of 
the expense involved, many patients stay 
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only a few weeks. In office practice the 
evaluation of suicide risks, for example, is 
sometimes difficult. In such cases, the Ror- 
schach test would be a valuable aid in the 
clinical evaluation, yet the services of 
trained experts are difficult to obtain. 

It has been the experience of the authors 
that in such situations, the Rorschach Test 
can be applied by the psychiatrist himself, 
using a somewhat different approach than 
is customary. Instead of performing the 
test without prior knowledge of the case, 
the psychiatrist already has made a careful 
examination of the patient and has made a 
tentative diagnostic and prognostic formu- 
lation, in which perhaps several problems 
are to be resolved by further study. The 
test is then administered in the usual way, 
preferably by the psychiatrist himself, since 
it constitutes a test situation in which the 
behavior of the patient can be observed from 
a clinical standpoint. The recorded re- 
sponses thus obtained are now “scanned”’ for 
diagnostic features bearing in mind the clin- 
ical problems which are to be resolved. How- 
ever, no attempt is made to make a com- 
plete personality study from the test. The 
Rorschach responses are examined mainly 
to determine their compatibility with vari- 
ous clinical impressions. Inevitably, of 
course, and depending on the skill and ex- 
perience of the examiner, much additional 
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insight into the patient’s personality will be 
gained, but without detailed scoring of the 
responses and considerable experience in in- 
terpretation, such impressions should be 
quite tentative. 

The utilization of the Rorschach method 
in this way is analogous to the use of the 
ophthalmoscope by the neurologist. He 
need not be a trained ophthalmologist to be 
able to recognize definite papilledema, optic 
atrophy, retinal exudates and hemorrhages, 
and the recognition of such changes may be 
of crucial importance in diagnosis. On the 
other hand, the evaluation of a mild degree 
of temporal pallor or hyperemia of the disc 
had better be left to the ophthalmologist. A 
few examples from cases which came to our 
attention during the past two years will 
serve to illustrate this approach.. Since the 
essential problems dealt with here are those 
of diagnosis and prognosis, rather than psy- 
chodynamics, only descriptive material will 
be included here. 


CASE MATERIAL 

CASE I: A 32-year-old white, married 
woman was observed because of peculiar 
behavior which first became manifest a few 
days after the birth of her first child, fol- 
lowing a normal pregnancy and delivery. 
Her previous history was not remarkable 
except that at 20 years of age she had a 
“nervous breakdown” during which she 
avoided people, expressed the wish that she 
were dead and remained at home for about 
one month, with spontaneous recovery. She 
was generally cheerful, had many friends, 
did well in her studies, and after graduation 
from college taught school for several years 
before her marriage at the age of 24. Be- 
cause of economic reasons, both she and her 
husband had to work in different cities and 
did not set up a household of their own until 
two years before the birth of their first 
baby, which was eagerly desired by both the 
patient and her husband. After her dis- 
charge from the hospital the patient re- 
turned home and found a number of rela- 
tives on the scene who relieved her of al- 
most all responsibility in the care of the 
child. It is not clear whether the patient’s 
symptoms preceded or followed this over- 
protective situation. At any rate, the pa- 
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tient began to complain of headaches, in- 
sisted that her husband stay at home with 
her all day, expressed the fear that she was 
unable to care for the child, ate and slept 
little and expressed suicidal wishes. 

On examination the patient was carelessly 
dressed, and her facial expression was one 
of despondency. Psychomotor activity was 
greatly reduced, and she did not speak spon- 
taneously. Questions had to be repeated 
frequently, and her responses were evasive 
and incomplete. She appeared to be preoc- 
cupied, but no delusions, hallucinations, or 
other abnormal thought content could be 
elicited. Her mood was a mixture of apathy 
and hopelessness. She admitted suicidal 
ideas and feelings of futility and worthless- 
ness. Sensorium was intact. The neuro- 
logical and physical examinations were neg- 
ative, except that her blood pressure was 
160/94. 

The clinical impression was that of a post- 
partum depressive psychosis, possibly on a 
manic-depressive basis, with a correspond- 
ingly good prognosis for the immediate epi- 
sode. However, certain aspects of her be- 
havior such as occasional incongruous smil- 
ing, passivity, and evasiveness indicated the 
possibility of additional schizophrenic fea- 
tures. Mainly for prognostic reasons, a 
Rorschach Test was administered. Even a 
superficial perusal of the record showed 
many characteristically schizophrenic signs, 
far outweighing depressive features. To the 
first card, there were 31 responses, nearly 
all wholes, most of them symbolic in con- 
tent, based on form, often of poor quality, 
shading and position, e.g., “symmetry,” 
“equality,” “attainment,” “clear” (white 
spaces), “Shakespeare’s works,” “heaviness 
in the shoulders.” There were 9 responses 
to the second and third cards and 5 to the 
fourth, of a similar nature. Disturbance 
was apparent on the fifth card and the sixth 
and seventh were rejected. On the eighth 
card color symbolism was utilized. The ninth 
and tenth cards were rejected. Some of the 
responses indicated ambivalence (Scylla and 
Charybdis; two children looking at each 
other, one smiling and the other complain- 
ing) while others suggested marital con- 
flicts (“compatibility”; “united”). There 
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was a striking contrast between very good 
and poor form responses. 

It was obvious from these responses that 
the condition was not a pure affective dis- 
order and that in view of the schizophrenic 
features revealed by the Rorschach test, the 
prognosis was guarded. Further clinical 
study corroborated this conclusion. After 
the first week in the hospital, bizarre pos- 
turing, inappropriate smiling and laughter 
were observed frequently. Once she was 
found hiding under the bed, expressing 
great fear, but smiling. She remained in- 
accessible, precluding successful psycho- 
therapy. Electroconvulsive therapy was par- 
tially successful, but she relapsed several 
months later, presenting this time a picture 
of agitated depression with some schizo- 
phrenic features. A remission followed a 
second course of electro-convulsive therapy 
followed by psychotherapy. 

CASE II: A 29-year-old, white, married 
woman began to show signs of depression 
while still in the hospital after the birth of 
her fourth child, a girl. She evinced no 
particular interest in the baby and on re- 
turn home, was inactive, ate and slept 
poorly, cried frequently and felt constantly 
fatigued. 

The patient was an only child and did not 
remember her father since her parents were 
divorced when she was three years old. One 
had a “nervous breakdown.” Her childhood 
and adolescence were not remarkable, except 
that she was shy, felt uncomfortable at par- 
ties, and had few friends, and was fre- 
quently “tired.” At 17 she married a boy 
approximately her own age, against the 
strenuous objections of his parents. After 
the marriage the couple was economically 
dependent on his parents and her father-in- 
law assumed a dominating role in the fam- 
ily. Although never quite happy in this sit- 
uation, her first three pregnancies and 
deliveries were uneventful. During the 
fourth, she hoped for a boy because of the 
attitude of contempt which her husband and 
father-in-law held for women. She attrib- 
uted part of her present despondency to the 
fact that the baby was a girl. 

On examination, the patient appeared de- 
spondent, apathetic, indifferent to her ap- 
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pearance, exhibited little spontaneity, an- 
swered questions briefly and incompletely, 
wept occasionally and expressed feelings of 
futility and rejection by her husband. Sen- 
sorium was intact. No abnormal thought 
content could be elicited. 


The clinical impression was that of a post- 
partum depressive psychosis. However, the 
description of the prepsychotic personality 
obtained from her husband suggested the 
possibility of a more severe and basic un- 
derlying personality disorder. The Ror- 
schach Test was therefore administered. In 
contast to the preceding case, the record was 
quite typical of depression, e.g., reduction of 
total number of responses, absence of true 
human movement, high form percentage in 
spite of her protestations that the test was 
too difficult for her. Thus there was one re- 
sponse to each card except the second and 
fourth which were rejected. The form re- 
sponses were of good quality and two form- 
color responses were noted. This suggested 
that the patient was still somewhat respon- 
sive to external stimuli and further evidence 
of a rather favorable prognosis was afforded 
by two responses which implied human 
movement, although on inquiry, the patient 
denied it (“comedy team” on Card III; 
“dancers” on Card V). This impression was 
confirmed by the clinical course. After a few 
days in the hospital the patient became more 
accessible and with psychotherapy alone 
improved rapidly, permitting her return 
home a few weeks later. 

CASE III: The patient, a 21-year-old, 
white unmarried male came under observa- 
tion for several days because he knocked his 
mother down. The patient stated that he 
loved and respected his mother, regretted 
the incident deeply. He had felt “nervous” 
and did poorly in his studies, but felt much 
better now and was ready to go home. The 
patient’s account of his previous history was 
vague and contained many gaps. It was 
elicited, however, that both his father and 
an older brother were patients in a mental 
institution. His previous history was not 
remarkable and he served over two years in 
the Navy without incident. After his dis- 
charge he returned home, made an unsatis- 
factory attempt to resume his schoolwork, 
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and about 3 weeks before admission, sud- 
denly felt an urge to strike his mother, 
which led to his hospitalization. 

On examination, the patient was found to 
be of asthenic habits, neatly dressed, polite 
and ostensibly cooperative. His posture in 
the chair was normal but rigid with forced 
erectness. His voice was monotonous with 
little or no change in intonation. He smiled 
appropriately and his speech was normal, 
but with a certain vagueness. Thought con- 
tent was not remarkable, except for re- 
peated references to a “new feeling” which 
he now had, which suggested depersonaliza- 
tion or ecstasy. Sensorium was intact. Phys- 
ical and neurological examinations and an 
electroencephalogram were negative. 

The clinical impression on the part of sev- 
eral observers was that of a schizoid per- 
sonality who had had a psychotic episode 
but was now undergoing a remission. A so- 
dium amytal interview revealed much addi- 
tional material and indicated that in the 
past, the patient had had frank hallucina- 
tions and delusions, and that the attack on 
his mother was made in response to halluci- 
natory commands. The patient, however, 
emphatically insisted that these episodes 
were unreal, that he had no similar experi- 
ences now, and displayed considerable in- 
sight otherwise. During the period of these 
examinations, the patient was on an open 
ward, made what seemed to be an excellent 
adjustment, and appeared to have improved 
sufficiently to warrant parole. However, a 
Rorschach Test was made to check on the 
clinical impression. The results indicated 
that the patient was far from well, and in 
fact, nearly all the characteristics of schi- 
zophrenia were found on inspection of the 
responses. Thus, there was no human move- 
ment, several poor form and many pure 
color responses, color naming, one position 
and one confabulatory response and shading 
symbolism. Primarily because of the Ror- 
schach findings, hospitalization was con- 
tinued with attempts at psychotherapy. The 
clinical course again corroborated the dubi- 
ous prognosis indicated by the Rorschach 
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Test. He gradually became more withdrawn, 
preoccupied with bodily complaints, which 
also became more bizarre, and obsessed with 
incestual and homosexual ideas. After sev- 
eral months, he was definitely worse and 
electroconvulsant therapy is now being 
given. 


DISCUSSION 

The use of the Rorschach Test described 
above presupposes some elementary ground- 
ing in this method. The psychiatrist should 
be familiar with the technique of adminis- 
tration and scoring, the significance of loca- 
tion, content and determinants and the im- 
portant characteristic findings in the major 
nosological groups, e.g., organic brain pa- 
thology, psychoneurosis, depressions, schi- 
zophrenia, etc. Preferably, the psychiatrist 
should have scored and made interpretations 
of several records under the supervision of 
a psychologist trained in this method. In 
general, the extent to which the Rorschach 
method is to be used will be determined by 
the training the psychiatrist has had in this 
field. However, it should be again empha- 
sized that when used as an aid in clinical 
diagnosis, only such inferences should be 
made from the record as are clear-cut and 
typical. One should not expect to derive 
much psychodynamic information from the 
superficial inspection of the record, and 
above all, the psychiatrist should not allow 
his Rorschach interpretations to supersede 
his clinical judgment without careful study 
of the case. Within these precautions, this 
simplified use of the Rorschach Test re- 
sponses may find wide application in the 
general practice of psychiatry. 


SUMMARY 

1. The value of examining the Rorschach 
responses for well established diagnostic 
criteria as an aid in clinical diagnosis and 
prognosis is discussed. . 

2. Three cases are described as examples 
of the utilization of this form of approach. 

3. The limitations of the method are de- 
scribed. 
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The Organization and Technique of Group 


Treatment of P sychoses* 


JAMES MANN, M.D., HAROLD MANN, M.D.** 
Boston, Massachusetts 


Organization of a group of psychotic pa- 
tients for the purpose of instituting group 
therapy carries with it many misgivings and 
anxieties. Preliminary staff conferences 
were held for the purpose of thrashing out 
in advance foreseeable problems and of at- 
tempting to uncover and explore anticipated 
difficulties. Valuable contributions were 
made by several staff members who had 
participated actively in group therapy in 
the Army. Their experiences, however, had 
been with psychoneurotics, not with psy- 
chotics. In our own experience, therefore, 
there were no precedents from which we 
could draw assistance. A fair portion of 
time was spent in these early conferences 
weighing the desirability of engaging in 
the activity at all. This was, to be sure, 
only a manifestation of the anxiety present 
which served to inhibit and to delay the ac- 
tivitation of a group therapy program. And 
why should there not be misgivings? Psy- 
chiatrists are all too familiar with the frus- 
trations, aggravations, and uneasiness en- 
tailed in individual psychotherapy with psy- 
chotic patients. To be confronted with a 
group of such people in a regular prescribed 
therapeutic program, to be subjected to a 
situation in which the only known factors 
were the likelihood of a summation of frus- 
tration, tensions, and emotional explosions, 
distinctly increases resistance to participate. 

It was helpful as well as a source of con- 
siderable security to honestly acknowledge 
our fears, indecision, and ignorance of the 
situation. Having achieved this we could 
then proceed from the level of argument as 
to the merits of group therapy without hav- 
ing even attempted it, to more specific ques- 
tions of organization and techniques. Af- 
ter dissipating still more uncertainty in 
such discussions, it became evident that 





*Read at Mass Society for Research in Psychiatry, May 


2, 1947. 
**Staff physicians, Boston State Hospital, Boston, Mass. 


46 


while we all had quite similar questions in 
mind, the answers must await actual exper- 
ience and not satisfaction by mere talk. 
There were some exceptions to this. To cite 
one example, most of us at the start arbi- 
trarily followed the suggestions of those 
members who had had army experience rel- 
ative to length of session and number of 
patients making up a group. Even these 
were modified for specific reasons by vari- 
ous staff members as we proceeded in the 
treatment program. Hence, the questions 
which we shall raise about organization and 
techniques and the answers which we shall 
offer have been born out of actual experi- 
ence and observation. 

The scope of this paper has been confined 
to a series of questions which were put to 
each of the eight participating members of 
the staff. The responses were studied closely 
and were discussed by the staff in order to 
avoid misinterpretations as well as to es- 
tablish bona fide concensus on each ques- 
tion. 


Fig. 1: DIAGNOSTIC COMPOSITION 


ZQ Mn LB?) es ° 4 
= 

iF 6 (54%) 0 5 (46%) 11 
: Fr 8 (57%) 5 (36%) 1 (7%) 14 
3 F 3 (20%) 6 (40%) 6 (40%) 15 
4 F 5 (36%) 5 (36%) 4 (28%) 14 
5 F 4 (50%) 3 (37%) 1 (12%) 8 
6 F 8 (62%) 2 (15%) 3 (23%) 13 
7 #*-F 5 (38%) 7 (54%) 1 ( 8%) 13 
8 F 10 (72%) 3 (21%) 1 ( 7%) 14 
9 F 10 (55%) 5 (28%) 3 (16%) 18 
10 M 9 (65%) 2 (14%) 3 (21%) 14 
11 M 9 (60%) 3 (20%) 3 (20%) 15 
12 F 9 (56%) 5 (31%) 2 (138%) 16 

86 (52%) 46 (28%) 33 (20%) 165 


The first question sought specific data 
with reference to each group subjected to 
therapy. (Figure 1.) A total of 165 pa- 
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tients were so treated. Of this number, 
52% were schizophrenic disorders, 28% af- 
fective disorders, and 20% other types 
(psychopathic personalities, alcoholic psy- 
choses, organic psychoses, etc.). The aver- 
age age for all groups was 35 years and the 
average duration of hospital stay for all 
groups was 3 years and 4 months. Before 
entering group therapy, 17 had prefrontal 
lobotomies. Of the 165 patients, 136 were 
female and 29 were male. This disparity in 
selection occurred because the staff mem- 
bers participating in this work were pre- 
dominantly on female service. 


“How did you arrive at the size of your 
group?” 

Opinion was unanimous that a group of 
from 10 to 15 patients was the most desir- 
able. These limits are not arbitrary as will 
be pointed out. Two doctors with previous 
army experience had already discovered 
that they could not keep abreast of a group 
larger than 15 both in their capacity to ob- 
serve the patients or to follow through the 
emotional patterns being elaborated by the 
group members. In one instance it was 
found, through trial and error, that a group 
confined to these limits appeared to get 
along best. One physician believed that such 
a group was sufficiently large to permit de- 
velopment of group unity and still be ame- 
nable to observation while four other mem- 
bers found that they themselves felt more 
comfortable with a group of 10 to 15 pa- 
tients. It may be seen that actually there 
existed a common denominator in arriving 
at our conclusion; it lies in the limitations 
of the therapist insofar as he is able to ob- 
serve and manipulate a relatively small 
number of patients and still be aware of the 
emotional relationships of all members of 
his group. The comfort or discomfort of 
the therapist is in direct proportion to the 
degree of his awareness of these factors. 
We all know how uncomfortable one may 
be in attempting to maintain emotional 
pace or understanding with a single schizo- 
phrenic. While many individual factors are 
minimized by the nature of the group situa- 
tion, the therapist nevertheless will soon 
learn his own limitations. 
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“Have you comments relative to the de- 
sirability of adding or subtracting patients 
during the group treatment?” 

Six of the eight participating members 
agreed that it was undesirable to add pa- 
tients after the group had been started. It 
was found that the organization of the 
group structure was dislocated when new 
members were added. More specifically, the 
following observations were made. When 
well handled, the group makes progress in 
introspection, in allaying areas of anxiety 
and in creating a sense of unity with its 
feeling of belonging and the security de- 
rived therefrom at about the same rate of 
speed over a similar period of time. The 
addition of a new patient interrupts this 
progress in that the group must stop to test 
the newcomer. Shall he be received or re- 
jected? Will he fit or is he a misfit? .This 
testing is manifested in the return of the 
group to the content and associated affect 
of its first meetings. This repetition of ear- 
lier hours is uneconomical, often discourag- 
ing to the therapist, and is distinctly a back- 
sliding procedure. Then too, since the 
group had already found itself able to dis- 
pell a certain amount of anxiety-laden ma- 
terial by the time the newcomer enters, the 
new patient may find himself entirely un- 
prepared for the level of discussion already 
in progress and suffer a severe and often 
dramatic setback in consequence. An ex- 
ample may suffice to clarify this issue. 

One group after a considerable number of 
hours, could discuss sexuality casually. A 
young catatonic, restored to relative well- 
being by electric shock treatment was 
brought in at that time. Although he sat 
apart from the group, it became apparent 
to the therapist that this man was becom- 
ing more and more panic stricken. Within 
the hour, he could contain himself no longer, 
made indirect allusions to homosexuality, 
burst into tears and within 24 hours had 
returned to his catatonic state. The desire 
of the patient to participate in the group 
becomes enormous, but whether he is ready 
to. participate verbally or even silently on 
the same level as an established group is a 
delicate situation that can be disastrous. To 
avoid this means stopping the progress of 
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the group to permit the new member to 
catch up. In summary, it is uneconomical, 
perhaps unfair to the greater number and 
may be painfully unfair to the patient. 


Subtraction of patients appeared to be 
of no consequence although one of our staff 
commented that losses were noted and sus- 
pected adversely unless the faults of the lost 
patient were known to all. In one group, 
additions or subtractions were made only on 
the request of the members of the group. 
Another therapist thought that an addition 
or subtraction made little difference beyond 
the fact that the group might be retarded 
for 2 or 3 sessions and that this gave the 
new patient an opportunity to participate 
and be accepted by the group. 


“How did you arrive at the frequency of 
your meetings?” 

The implications of this question are con- 
siderably more extensive than one would 
suspect. Although 3 replies were to the ef- 
fect that a schedule of 3 meetings a week 
was arbitrary, closer examination revealed 
it was not of this character at all. Two doc- 
tors stated that 3 meetings a week appeared 
to be the minimum for creating adequate 
group cohesion, for making the group mem- 
bers feel comfortable with each other, and 
for enhancing progress of the group. Two 
more were of the opinion that the frequency 
of the meetings was limited only by the time 
available to them in the course of their daily 
work. One physician started with 5 sessions 
per week, found that to be uncomfortable to 
himself and to the patients and then decided 
that 3 per week were more desirable. Less 
than 3 seemed to break the continuity of the 
group, to diminish enthusiasm and to dimin- 
ish interest of the group in its activity. 


Again we see a common denominator 
based upon the following considerations. 
How many meetings best serve the inter- 
est of the group? How much can the group 
take? How much can the therapist take? 
In our discussions, we could evaluate objec- 
tively the effects of more or less than 3 
meetings per week on the group. Feeling 
was unanimous that with 3 per week, con- 
tinuity could be maintained both of interest 
and of material. The well known “week- 
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end drag” with its resurgence of resistances 
marked by a dilatory return to more sig- 
nificant material could be avoided by ad- 
herence to this schedule. Other factors have 
already been noted. When we evaluated the 
therapist’s position more closely we found 
that the arbitrary selection of meeting fre- 
quency and the time-available concept were 
conditioned actually by the resistances and 
apprehensions of the therapist. 


At the risk of repetition we wish to state 
again that group therapy with psychotics is 
difficult. All of us in this enterprise are 
fully aware of the import of that statement. 
Group therapy with psychotics is a strong 
challenge to the therapist, a challenge most 
accentuated by the difficulty of knowing 
what goes on in each patient as the group 
atmosphere becomes charged with a variety 
of sentiments. As the therapist struggles 
to maintain his awareness of the threads of 
relationships before him, he may become so 
painfully insecure and tense that he wel- 
comes the end of the session with relief. 
Another difficult situation for the therapist, 
particularly in his first meetings, is to be 
able to sit with the group and say little or 
nothing as he waits for the group to carry 
on. This is a predicament which must he 
experienced before it can be fully appreci- 
ated. Once more analogy with individual 
psychotherapy is appropriate and if it is 
often difficult to be silent with the individ- 
ual patient, you may then estimate the doc- 
tor’s position before 10 or 15 patients. 


“How long did each of your meetings 
last ?” 

The returns to this question were unani- 
mous. All sessions were of about 1 hour 
duration. Again provocative speculation 
arose. Why just one hour? Why not 114 
or 2 or even 3 hours? Psychotherapy would 
seem to traditionally limit itself to 1 hour 
sessions but no adequate explanation for 
this was immediately apparent. To be sure, 
the feelings of the therapist are involved in 
this proscription of time and it may be that 
the therapist is the single important factor. 
However, in group therapy we feel that it 
takes some 20 to 30 minutes of conversation 
to arrive at a subject of common appeal and 
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interest, and that this will be followed by 
another 30 minutes of free discussion on 
that particular subject. Other factors to be 
considered are the interest-span of the pa- 
tients and therapist, and fatigue on the ba- 
sis of emotional tension again in both pa- 
tients and doctor. In individual psychother- 
apeutic hours, it is sometimes the case that 
only one item of emotional significance can 
be brought up and explored in one session. 
The same holds true in group therapy. 


Among the host of problems encountered 
in treating psychotic patients, one that al- 
most constantly taxes the ingenuity of the 
physician, is getting the patient to accept 
the treatment. The next question was di- 
rected at this problem, as we encountered 
it in group therapy. 


“Was attendance compulsory?” “What 
would you do if the patient refused to come 
to the meeting?” 

The former was answered in the negative 
by 4 therapists, 3 said yes, and one stated 
that attendance was urged but not com- 
pelled. Many responses were obtained all 
to the effect that a social type of pressure 
without any element of hospital authority 
was exerted. Three physicians saw ab- 
sentees on the ward, inquired as to the rea- 
son for the absence and encouraged them 
to return. One physician approached the 
absentee indirectly, in casual conversation 
and then proceeded as noted above. Another 
therapist respected the wishes of the patient 
and simply left an open invitation for him 
to return and still another had the ward at- 
tendant invite the recalcitrant before every 
meeting. In one physician’s experience, 
other members of the group spontaneously 
approached the patient and asked him to 
return. 

Actually all the doctors respected the pa- 
tients’ wishes but used a method of social 
pressure whether it came from the doctor, 
the nurse, attendant or other patients. There 
is no doubt that some patients want to 
please their doctor or members of the ward 
personnel, just as there are some who are 
incapable of resisting or rebelling against 
such pressure. Another important element 
in keeping the patient coming that should 
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not be overlooked is the compulsion arising 
from the mobilization of his own anxieties 
in those first meetings. Moreover if he finds 
the group situation to be a helping and se- 
cure one, the compulsion to attend is of suf- 
ficient strength to overcome his resistance 
against attending. 

A uniformity of results was obtained by 
the methods stated. The problem of ab- 
senteeism was negligible and of little con- 
cern to any of the therapists. 


“Does the location of the meeting place 
have any particular importance?” 

With but one exception, opinion was 
unanimous in feeling that the group meet- 
ings should be off the ward. The role of the 
therapeutic set-up as a factor in facilitating 
group progress should not be underesti- 
mated. The location should permit freedom 
from distraction, it should be sufficiently at- 
tractive so as to afford an atmosphere of 
importance to this special type of treatment, 
and in essence, the setting should promote a 
feeling that he has been especially selected 
for a special type of helping situation. None 
of these attributes could be satisfactorily 
achieved on the ward. 


“Was any difference noted if the meeting 
place was changed?” 

Two therapists had never changed their 
meeting place and could make no pertinent 
observations. The remainder were in agree- 
ment that changing the meeting place dis- 
turbed the set of the therapeutic situation 
and that the group would seem to start 
anew with each change quite as if it had 
never met before. In the helping situation 
that group therapy may offer a sense of 
security, warmth, friendliness, and familiar- 
ity is also derived from the locale of the 
meetings. The disruption of the set and 
finding it necessary to start anew is, to a 
large degree, due to the necessity of the 
group to once more test this new place for 
the qualities enumerated above. 


“Have you any comment concerning seat- 
ing arrangements?” 

In one group, the doctor considered a pre- 
scribed seating arrangement preferable in 
enhancing group orientation and rapport. 
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In another group, composed entirely of post- 
lobotomy females, the physician had to ar- 
range the seating in order to avoid fisticuffs 
among certain of the members. In all other 
groups, the patients were permitted to chose 
their own seats. During this process, some 
interesting observations emerged. Selection 
of the same seats in consecutive meetings 
gave indication of the relationship of the 
members to one another. It would appear 
that patients usually sat next to somebody 
they liked. Then too, in almost every group, 
at one time or another, a patient would in- 
dicate his feelings toward the whole group 
by seating himself so far away from the 
others as to make it perfectly clear that he 
was disowning the group. By permitting free 
selection of seats, the doctor could evoke 


responses by changing his position as well. 


One doctor made it a point to seat himself 
next to that patient who seemed to be most 
rejected; another varied his seat and found 
that the patients usually readjusted them- 
selves in such a way as to restore as far as 
possible the same arrangement as was pres- 
ent before he changed his seat. In some 
groups, the therapists seated themselves 
with the sole idea in mind of being able to 
observe all the members. Some of us felt 
that sitting around a table added further 
to the group by not only imparting an air 
of authority and distinction but also by per- 
mitting freer expression of non-verbal cues 
as the patients rapped on the table, rubbed 
the table, fiercely deposited cigarette ashes 
in the ashtrays, and the like. Finally, half 
of us were of the opinion that after 8 to 12 
sessions, the seating arrangement became 
static. 


“Who informed the patients that they 
were to attend group therapy?” 

Half of the participants in this study no- 
tified the patients themselves and the other 
half worked through ward attendants and 
nurses. One physician tried both methods 
and found no discernable differences. In 
reviewing this facet of group therapy, there 
was general agreement that the acute case 
might be more favorably inclined to accept 
group therapy as a helping situation if he 
were informed of its nature in advance. 
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Such a procedure may serve to make group 
therapy an immediately useful implement 
for the patient rather than being just one 
more obstacle that he must rebel against. 


“How did you open the first meeting?” 

One physician lectured briefly on some 
psychiatric principle with the purpose of 
providing material for discussion, He dis- 
carded this method quickly when he found 
that his group completely ignored his words 
and proceeded as they chose. All the other 
physicians opened the first meeting with a 
brief orientation into the purpose of the 
meeting. The following were the elements 
of this orientation: (1) that we may be 
able to help each other; (2) asking the 
group to express freely their opinions; (3) 
assuring the group that it may speak of 
anything it cares to without restriction; 
(4) that their opinions, feelings and ex- 
pressions may be helpful to the others. 


“What technique of group therapy did 
you use in your meetings?” 

Without exception, the technique em- 
ployed was designed to insinuate the thera- 
pist as a member of the group and not to 
permit the group to create of the therapist 
a forbidding, authoritative figure apart. 
Each therapist avoided such an issue by re- 
lieving himself entirely of a lecturing or all- 
questioning role. We tried to be one of the 
group. To become a member of the group 
appeared to be facilitated by really permit- 
ting free discussion, by being permissive, 
and by participating in the conversations of 
the group on the level of casual conversa- 
tion as it may be employed in any social sit- 
uation. We further limited ourselves to a 
distinctly non-aggressive type of participa- 
tion. Some of our therapists believed that 
this participating technique was sufficient; 
other exploited the technique further. This 
implied deliberate injection of remarks at 
opportune moments in order to reveal, ex- 
pose, and perhaps interpret certain feelings 
present, and also the relating of obvious 
feelings of one member of the group to an- 
other when such a relationship existed. This 
type of activity may be designated as 
overtly active, in distinction to the casual 
participation technique of the therapist, as 
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being in the nature of a catalyst in that it 
kept things moving, stirred up feelings but 
still permitted the group rather than the 
therapist to handle the expressed feelings. 


“What was your role?” 

While it was of no great task for each of 
us to declare what our role was, it should 
be remembered that, for the most part, we 
remained unaware of what role the patient 
assigned to us. One female therapist felt that 
her role was that of mother in one of her 
groups, and as older sister in another. An- 
other therapist was a permissive accepting 
friend, while still another describes his part 
as being simply that of accentuating anx- 
iety-laden material. Where the therapist 
participates only on the casual conversation 
level, the nature of his role is influenced by 
his own unconscious responses to the group 
while the limits of his role are determined 
by the nature of his own personality inter- 
acting in the group situation. In the con- 
crete situation, our collective function was 
to arouse action and reaction among the 
members on a feeling level rather than on 
the level of manifest verbal content. One of 
the indications of success on this score lay 
in the diminishing stature of the therapist 
as a figure representative of hospital au- 
thority as the meetings proceeded. 


“Did you impose any rules on the conduct 
of the group?” 

Again in the post-lobotomy group, restric- 
tions had to be placed on extreme conduct. 
In another group, the members were in- 
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formed in a joking manner that there were 
to be no fist fights and that ashes were to 
go into ash trays. These instructions were 
accepted in the same vein and were obeyed. 
The remainder of the therapists imposed no 
restrictions of any kind and found that fu- 
ture meetings necessitated no change in this 
policy. 


CONCLUSION: 

One hundred sixty-five psychotic patients 
were studied in group treatment; schizo- 
phrenic and affective disorders predomi- 
nated. 


The size of the individual group was lim- 
ited to 10-15 patients. Three meetings per 
week were held, each of one hour’s dura- 
tion. No rules of conduct were imposed, 
nor was attendance compulsory. The meet- 
ing place was off the ward and fixed. 


The technique employed was participa- 
tion on a casual conversational level, ap- 
propriate comments being made at oppor- 
tune times and the feelings of the patients 
related to one another. The therapist’s role 
was to arouse action and reaction on a feel- 
ing level. 


SUMMARY: 

1. The organization and technique em- 
ployed in a study of group therapy with psy- 
chotics are presented. 

2. The responses of eight participating 
physicians to a prepared questionnaire, hav- 
ing been submitted to seminar discussion, 
are presented. 
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P reliminary Survey of the Results of Group Treatment 
of P sychoses* 


JOSE GURRI, M.D., MIGNON CHASEN, M.D.** 
Boston, Massachusetts 


The results of our experiment in group 
therapy with the psychoses, carried out at 
Boston State Hospital, are presented in a 
preliminary report. The condition of 165 
patients treated is described. 


The patients included in this series were 
treated during the last ten months, each 
group receiving an average of 35 to 40 hours 
of treatment. Of the 165 patients treated, 
86 were diagnosed as cases of schizophrenia, 
46 affective psychoses, and 33 patients in 
other diagnostic categories, including epi- 
lepsy, organic psychoses, alcoholic psy- 
choses, etc. 

Of this group, 87 were treated with group 
therapy alone; 62 received electro-shock 
with group therapy and 16 participated in 
group therapy after lobotomy. 

Our results will be reported in terms of 
I) Observed advantages of group therapy, 
II) Statistical report, and III) Report of 
two cases. 


I. OBSERVED ADVANTAGES OF 
GROUP THERAPY 

1) General hospital atmosphere: With 
this type of treatment the number of pa- 
tients under active treatment is greatly in- 
creased. The custodial atmosphere of the 
hospital changes to one of active personal 
treatment. The establishment of the feel- 
ing that something is being done for the pa- 
tient permeates the subordinate personnel, 
who show a subtle, but observable change 
of attitude toward the patients. It seems to 
improve the morale of patients and workers. 

2) General benefit to the doctor: We be- 
lieve that group therapy is of definite value 
to the therapist. It contributes to his growth 
as a psychiatrist, since it permits him to ob- 
serve his patients in a new light. The group 
in many ways functions as a miniature of 





*Read before the Mass. Society for Research in Psychi- 
atry, May 2, 1947. 
**Staff physicians, Boston State Hospital, Boston, Mass. 
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society, and in this setting the patients usu- 
ally behave differently than they do in in- 
dividual interviews. Patients react not to 
the doctor alone, but to the other patients 
as well. Many patients reveal more in the 
group than they would in individual inter- 
views, thus imparting to group therapy a 
diagnostic function. In addition the doctor 
becomes aware of the effect he has on the 
group, as a person. He also learns his limi- 
tations. He becomes more keenly aware of 
the non-verbal cues with which human bhe- 
ings often convey their most intimate feel- 
ings to one another. 


3) General benefit to the patient: The 
group situation provides the patient with a 
relatively safe, permissive way of relating 
with others. The atmosphere that gener- 
ally prevails during the sessions permits the 
expression of suppressed hostility, fosters 
catharsis, mobilizes and releases uncon- 
scious tensions. We feel that to a certain 
extent it helps the patient to intellectualize 
his problems and it gratifies his dependent 
needs. By comparing himself with others 
who also have conflicts, he acquires a better 
perspective for his own problems. 


What the patients obtain out of the group 
is social rehabilitation rather than a definite 
change in their personality trends. By this 
we mean that sometimes they re-learn the 
art of social intercourse during the group 
sessions, even without losing their delu- 
sional trends. A good illustration of this 
process of social rehabilitation is provided 
by the case of a patient with dementia prae- 
cox of paranoid type, who after more than 
25 sessions lost all her obvious anti-social, 
aggressive behavior and abusive language. 
She was again able to get along with the 
other members of the group. In spite of the 
fact that she still had the same delusional 
ideas, she eventually was able to return to 
the community. In the group she had ap- 
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parently learned the art of getting along 
with others. 


4) General benefits in hospital manage- 
ment: In some ways group therapy facili- 
tates the task of caring for the patients. 
Most of us observed that many patients be- 
came more cooperative and less resistive 
with the attendants, less abusive and less 
assaultive on the wards. Many who had 
been incontinent showed a better control of 
their excretory functions. Others became 
less destructive of clothing and property and 
the majority became neater in dress and in 
appearance. More patients were willing to 
work and help on the ward. 


II, STATISTICAL REPORT 

At this time we are unable to state that 
the improvement obtained by many patients 
could rightly be ascribed to group therapy. 
We have no controls. No adequate follow- 
up has been possible. We feel that no sta- 
tistically valid conclusions regarding the 
value of group therapy can be drawn on the 
basis of our present figures. 

We have classified the present condition 
of the various patients in four groups, 
namely: 1) Visit status, including patients 


DISEASES OF THE NERVOUS SYSTEM 


who have been approved for trial visit and 
who are back in the community, and those 
who in spite of having been approved for 
trial visit, are still in the hospital pending 
the solution of the placement problem; 2) 
Improved, including those who have shown 
definite signs of improvement, and have 
been transferred to parole wards or moved 
to better wards; 3) Unimproved, those who 
have shown no definite improvement and as 
a rule have remained in the same type of 
ward; 4) Worse, those patients who have 
been moved to wards of an inferior type, or 
who have shown definite intensification of 
symptoms. 


The 165 patients in this study have been 
divided into two main groups: 1) those on 
their first hospital admission with less than 
one year of hospitalizaton, and 2) those 
with two or more admissions or who have 
been hospitalized longer than one year. 


Each of these groups is subdivided into 
a) Those who have received group therapy 
alone, and b) those who in addition received 
other treatments. 

The following tables show the diagnostic 
distributions as well. 
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Ill. CASE REPORTS 

The two cases presented here are not rep- 
resentative of the average patient. Rather 
they were chosen because they have shown 
a dramatic change in the group situation. 

C.D., admitted at the age of 27, had four 
previous admissions, the first one at 17 
years. Her longest previous hospitaliza- 
tion lasted ten months and the shortest 414 
months. 

On admission she was excited, noisy and 
showed a marked flight of ideas. Her con- 
versation consisted of bitter sarcasms and 
threats of using her political influence. In 
the mental examination she is described as 
hyperactive, yelling and shouting. She was 
grandiose and euphoric. She had some 
vague, poorly systemized paranoid delusions. 

Three weeks after admission she had 
shown no change. Then she was started in 
group therapy and she reacted in a manner 
which apparently is typical of some manic 
patients. At the beginning of the treatment 
she spoke continuously and was extremely 
abusive of any patient who would try to in- 
terrupt her. The group at first accepted her 
without retaliation. Later several members 
objected to her attacks and informed her of 
her most obvious personality defects. Fi- 
nally, the group ignored her completely. To 
this the patient reacted with a sullen, silent 
attitude, lasting for two hours. On the next 
hour she began to participate, timidly at 
first, but later with enthusiasm. In follow- 
ing sessions she showed steady improve- 
ment. Six weeks after the beginning of 
treatment she was approved for visit. She 
left the hospital 214 months after admission. 

R.G., a 54 year old woman, was admitted 
to this hospital 17 years ago, at the age 
of 37. She had seven previous admissions, 
the first one at the age of 27. Her pre- 
vious admissions lasted less than six weeks. 
In her anamnesis we find that “Since the 
age of 14 years she has been suffering from 
recurrent attacks of depressions, during 
which she would cry a great deal and was 
noisy. She would have a depression lasting 
from five to ten weeks, be normal for a year 
or two and this would be followed by an- 
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other depression. As time went on the at- 
tacks became more outstanding.” 

In the mental examination done shortly 
after her last admission she is described as, 
“Downhearted and worried. She appears un- 
stable, cries easily because of the unhappi- 
ness of others. No evidence of delusions or 
hallucinations is found. She is well oriented 
and her memory shows no defect.” 


During the first 13 years of her stay in 
this hospital she showed wide swings of 
mood and behavior. Deep depressions were 
followed by noisy, disturbed behavior. Her 
hyperactivity diminished gradually and she 
would be relatively well for a short time. 
These free intervals became shortened with 
the years. She left the hospital on four oc- 
casions, but soon became either disturbed 
or depressed and had to return. She left the 
hospital for the last time eight years ago 
but was returned after ten days. Her last 
partial remission occurred four years ago. 
Since then she has been continuously sick. 
She has had the appearance of an extremely 
deteriorated schizophrenic. She would have 
periodic crying spells, lasting a day or two. 
At other times she would be mischievous 
and destructive. She would tie her hair in 
knots and adorn it with feces and rags. She 
smeared feces over her body and over the 
walls. 


Coinciding with the beginning of treat- 
ment, she showed some changes in her be- 
havior on the ward. She stopped wetting the 
bed and destroying her clothing. By the 
17th hour she was greatly improved. By 
the 26th hour she was clinically well and 
approved for visit. She maintained her gains 
for three weeks. She was very happy with 
the idea of spending the Passover Holidays 
with her family. In the meantime she 
learned that her family refused to take her 
out of the hospital. The day after Passover 
she showed a partial relapse. She again 
became somewhat disturbed and began to 
decorate herself, but did not regress to her 
former extremely low level of adjustment. 
She was started again on the group and ap- 
pears to be on her way back to a remission. 
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Ambulatory Electric Shock Therapy ‘ 


A. HAUSER, M.D. and I. D. PETERS, M.D. 
Houston, Texas 


The purpose of this report is to call at- 
tention to the successful use of ambulatory 
electro-shock therapy and to point out tech- 
nical features and statistical data from the 
results in some five hundred cases treated 
during the past two years. There have been 
numerous presentations of this subject in 
the literature and in nearly every instance 
additional information of value has been ad- 
vanced. The description of our experience 
may, therefore, bring to light more facts 
that will ultimately benefit the patient re- 
ceiving this type of treament. 


Ambulatory electro-shock therapy was first 
used by us in a hospital set-up and later 
both in the hospital and in a private clinic. 
The patient was instructed to come to the 
hospital or clinic accompanied by a relative, 
and after treatment was completed, was able 
to return home within one-half hour to two 
hours. 


TECHNIQUE 

For the most part, patients were given 
intravenous injections of sodium amytal in 
5% solution of sterile water immediately 
preceding the administration of the elec- 
trical stimulus for production of the convul- 
sion. (This dilution of sodium amytal does 
not result in sclerosis of the veins; whereas, 
a 10% solution which is suggested in the 
manufacturers’ directions will almost in- 


_ variably cause sclerosis, if injected more 


than once.) In this way the patient’s anx- 
iety or fear concerning the treatment was 
removed by minimal narcosis dosage of the 
barbiturate. The dosage usually required 
was from 0.25 grams at the beginning of 
treatment, with gradual increase to 0.5 
grams at the end of an average course of 
twelve treatments. In a few instances larger 
doses were required. The injections were 
given very slowly, the end-point being de- 
termined by questioning the patient as to 
the degree of relaxation, or by observing 





*Read before the Central Neuropsychiatric Association 
Meeting, Galveston, Texas, October 17, 1947. 


the yawning that frequently occurred before 
the patient reached a state of narcosis. 

Routine use of intravenous sodium amy- 
tal was relatively safe, did not inhibit the 
production of seizures, and, at the same 
time, allayed apprehension and fear, im- 
proved the doctor-patient relationship, and 
permitted treatment of ambulatory patients 
who would otherwise reject treatment. This 
procedure also afforded an opportunity for 
narcohypnosis, both for diagnostic as well 
as therapeutic use. Many patients associ- 
ated the use of sodium amytal with a part 
of the treatment because of the relaxing 
sleep obtained with the use of the drug. This 
promoted a beneficial attitude in the pa- 
tients towards treatment, whereas the rest- 
less state produced in the patient who has 
not had the drug, causes the patient to re- 
member the objectionable part of the treat- 
ment. 

We employed a standard alternating cur- 
rent apparatus and a unidirectional current 
apparatus. Subjective observation indicated 
that the unidirectional current, applied in 
proper dosage, produced less violent initial 
convulsive manifestations and less amnesia 
following treatments. The general quality 
of seizures graded as soft or severe, how- 
ever, was noted to be about the same, irre- 
spective of the type of equipment used. Nor, 
have we been able to notice any difference 
in final clinical results with the use of either 
type of apparatus. 

In the administration of therapy, we can 
complete an average morning’s treatments 
within an hour, by the employment of a 
team of trained personnel. The physician- 
psychiatrist supervises the procedure, gives 
the intravenous injection, and holds the 
lower jaw when he applies the current. A 
graduate nurse holds the electrodes on the 
scalp with gloved hand. Two trained female 
attendants support the extremities during 
the convulsion, and assist in making the pa- 
tients comfortable after the seizure. The 
patient usually falls to sleep and an accom- 
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panying relative is permitted to enter the 
treatment room and sit with the patient un- 
til he arouses and is ready to leave, approxi- 
mately thirty to forty-five minutes follow- 
ing treatment. This technique cuts down 
the personnel required to a minimum. 

The holding technique that has been used, 
we believe, has reduced fracture complica- 
tions to a minimum also. This consists of 
extension and traction of both upper ex- 
tremities which are held in adducted posi- 
tion, hyperextension of thoracic spine by use 
of rolled pad, and allowance of free move- 
ments of lower extremities. Decalcification 
or demineralization of bones is, in our ex- 
perience, the only significant contra-indica- 
tion to treatment, if fractures are to be 
avoided. Severe debilitation with cardiac 
complications is the only important risk 
from the standpoint of fatality. However, 
this has not deterred treatments in cases 
where treatment was indicated. In two 
years treatment of more than 500 cases, we 
have had four known fractures, three oc- 
curring in subjects with demineralization of 


bones. There have been no fatalities in our 
series. 
CASE REPORTS 
Case 1. A 53 year old white male developed a 


psychasthenic depression after having had progres- 
sive post-encephalitic type of paralysis agitans for 
some 15 years. The paralysis agitans had advanced 
to the stage of maximum rigidity, with marked 
tremor, and disability of such a degree that the 
patient was almost bedridden, even though he was 
taking 12 to 14 Rabellon tablets daily. Electro- 
convulsive therapy was successful in reducing the 
tension of the psychasthenic depression and re- 
sulted in marked subjective improvement in the 
patient’s ability to perform from the motor stand- 
point. Maintenance therapy was necessary to hold 
the gain that was obtained. 


Case 2. A female, aged 53, was noted to have a 
definite extrapyramidal type of tremor of the hands 
and mask-like facies before treatment for an agi- 
tated depression. The tremor disappeared after re- 
mission of the depression was obtained with electro- 
shock therapy. 


Case 3. A white male, aged 61, was seen in the 
office because of a very severe paranoid depression. 
On examination it was noted that there was an old 
ankylosis with flexion deformity involving the right 
elbow. The degree of deformity was sufficient to 
prevent free use of the forearm when the patient 
shaved or performed other movements requiring 
similar function and was reported as irreparable 
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by the orthopedic division of a large clinic. After 
electro-convulsive treatment was started, the pa- 
tient experienced immediate improvement in this 
anchylosed region. He obtained a complete remis. 
sion from the psychosis, also full use of the elbow 
joint. (We do not, however, recommend electro. 
convulsive therapy .as a relief for orthopedic de- 
formities. ) 

Case 4. A white male, aged 30, was seen for a 
depressive state. There was a history of giant 
urticaria, which had existed for more than a year, 
and which had not been responsive to dermatologi- 
cal therapy. He was given a course of twelve elec. 
tro-convulsive treatments, and obtained complete 
remission of both conditions with no recurrence 
after follow-up for more than a year. 


In addition to these rather unusual cases, 
we have observed other groups of subjects 
in whom treatment was doubtfully indi- 
cated, yet they showed dramatic response 
when it was given. A very classical case 
was the following: 


Case 5. A white female, aged 48, was referred 
for consultation with a history of generalized weak- 
ness, gastrointestinal disorder, and other somatic 
complaints of some four years duration. She had 
received courses of so-called ‘‘cyclic’’ hormone in- 
jections, reinforced by one abdominal and three 
gynecological operations. After four years treat- 
ment, the patient was referred for the first time 
for psychiatric study. This patient had become a 
chronic invalid, had severe nutritional disturbance, 
was seriously emaciated as a result of a restricted 
diet of weak tea for several weeks, and presented 
a classical chronic neurasthenic syndrome. When 
she walked into the office for the first few electro- 
shock treatments, she held a hot water bag close 
to the abdomen, insisting that she could not dis- 
pense with this measure, as it gave her relief. After 
a course of twelve treatments, the patient obtained 
a complete remission from all of the complaints, 
gained weight, and this dramatic improvement has 
been maintained for the past six months. 


STATISTICAL DATA 

Table I is a resume of the various types 
of reactions which were treated by the au- 
thors. The largest group treated consisted 
of the affective reaction type or depressions. 
We have divided this group into several sub- 
clinical groups, more or less in conformity 
with symptomatic manifestations observed 
in the patients before treatment. This sub- 
classification is therefore to be considered 
only as a clinical group for purpose of clari- 
fication. Taken as a whole, we feel that the 
predominant trend in this group is involve- 
ment of the affect and that these cases rep- 
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resent depressions, in contrast to the schizo- 
phrenic reactions which comprise the second 
largest group of patients treated. In the 
selection of cases for therapy we have con- 
stantly attempted to eliminate any type of 
psychoneuroses from treatment, since we 
feel that there are contra-indications to 
treatment in such cases. 


TABLE I. 


Classification of Reaction Types Treated with 
Electro-Shock Therapy 


A. Schizophrenia 105 
B. Schizo-affective 38 
C. Depressions 

a. Reactive psychoneurotic 234 

1. Anxiety depressions 98 

2. Psychasthenic depressions 64 

3. Neurasthenic depressions 30 

4. Hypochondriacal depressions 42 
b. Manic-depressive psychosis 39 

1. Manic phase 18 

2. Depressed phase 21 
c. Agitated depressions 60 
d. Conversion depressions 16 
Total cases treated 492 


In Table II we have summarized the aver- 
age number and total number of treatments 
administered in this series of cases. It will 
be noted that less than half of the treat- 
ments were given to patients who were in a 
hospital. Many of these patients then con- 
tinued treatments on an ambulatory basis, 
following discharge from the hospital. The 
number of hospital days was thus reduced 
considerably. We have also enumerated the 
skeletal injuries that occurred in our series 
of cases, and, as noted above, three out of 
four of these fractures occurred in elderly 
individuals who had decalcification or de- 
mineralization of the osseous structures. 


TABLE II. 


Number of Treatments and Complication in 492 
Cases Given Electro-Shock Therapy 


A. Average number of treatments 12 
B. Number of ambulatory cases 285 
C. Number of hospital cases 207 
D. Total number of treatments 5,904 
a. Ambulatory 3,420 
b. Hospital 2,484 
E. Complications 
a. Fractures 4 
1. Humerus 2 
2. Acetalbum (Incomplete) a 
3. Vertebral (Lumbar) 1 
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We have not tabulated clinical results 
statistically because of the difficulty of eval- 
uating the results accurately after short pe- 
riods of time and with incomplete follow-up. 
In general, we can state that the results are 
approximately the same that have been ob- 
tained by other workers in similar groups 
of cases. In the conversion depression group, 
which we discuss more fully below, the clin- 
ical remissions were 100%. 


COMMENT 

For the past two years, we administered 
electro-convulsive therapy to selected am- 
bulatory patients in an organized method. 
Preliminary intravenous sodium amytal 
prior to production of the convulsion per- 
mitted the treatment of many patients who 
would otherwise require hospitalization. The 
technique for ambulatory electro-shock ther- 
apy involves the cooperation of a physician 
with a well-trained team, and requires the 
utmost use of the art of medicine for suc- 
cess. Use of the unidirectional current type 
of apparatus has suggested that there may 
be some advantage in this form of treatment 
from the standpoint of safety, less memory 
disorder, and more efficient therapeutic re- 
sults. However, we are not able to sub- 
stantiate these advantages, other than by an 
intuitive feeling that the onset of the seizure 
is not quite as violent as with the use of the 
conventional interrupted current. 


In the treatment of many types of selected 
patients, we have adhered to standard cri- 
teria for indications. It has been observed 
that careful diagnostic screening in a pri- 
vate practice results in the discovery of a 
number of patients who fall into a border- 
line group. They may present bizarre or 
atypical symptomatology, and because of in- 
ability to arrive at a clearcut diagnosis, have 
been considered for a therapeutic test of 
electro-convulsive therapy. 


Furthermore, convulsive therapy, as a 
physical approach to clinically manifested 
psychological problems, has rendered con- 
siderable impetus towards the establishment 
of a sounder and more practical classifica- 
tion of psychiatric disorders which were 
previously unrecognized or considered as 


bizarre, not only by the general physician, 
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but also by the psychiatrist. We have 
treated a number of such individuals, whom 
in retrospect we found to exhibit a common 
clinical basis for the symptomatology, hav- 
ing as a central core or chief dynamics a 
depressive state not expressed overtly. Be- 
cause of the interesting difference of these 
cases from endogenous depressions, which 
is somewhat analogous to the contrast be- 
tween anxiety states and conversion hys- 
teria, we arbitrarily designated this group 
as conversion depressions. 

We mean by this term, a clinical syn- 
drome in which the symptomatic expression 
of the illness consists of a group of somatic 
complaints, similar to those seen in the anx- 
iety psychoneuroses. Nevertheless, on close 
investigation, there is an absence of true 
anxiety, in contrast to anxiety states or anx- 
iety hysteria. The depressive core is dis- 
covered by subtle hints obtained from the 
patient in eliciting a careful history; as for 
example, in terms of inability of the patient 
to obtain normal pleasures out of everyday 
life experiences. . Furthermore, in contrast 
to the conversion hysterias, in whom the 
converted anxiety has solved the emotional 
conflict, this group of patients, the conver- 
sion depressions, find no solution to their 
affective disturbance in their somatically ex- 
pressed complaints. These somatic com- 
plaints are always focused in the visceral 


organs innervated by the autonomic nervous | 


system, although they represent true con- 
verted depressive components. The true na- 
ture of the reaction is therefore hidden and 
cannot be detected, unless suspected, and a 
careful search is made in obtaining anam- 
nestic data. Then, favorable response to 
electro-convulsive therapy clinches the di- 
agnosis. 

Whereas, in the conversion depression, 
the response to convulsive therapy is almost 
specific, we believe that in the true anxiety 
psychoneuroses, which are often confused 
with the conversion depressions, electro- 
convulsive therapy only prolongs the mor- 
bidity and is definitely contra-indicated. 
Therefore, an understanding of the criteria 
for detecting the conversion depression reac- 
tion, as outlined above, will aid materially 
in formulating prognosis and treatment in 





58 


DISEASES OF THE NERVOUS SYSTEM 





FEBRUARY 


many of these patients who are seen in of- 
fice practice. To recapitulate, these criteria 
are: 


1. Visceral somatic complaints, similar to those 
seen in anxiety states. 


2. Presence of disguised affective components ag 
the central core of the reaction. 


3. Absence of true anxiety. 


4. Absence of external dynamic or precipitating 
emotional factors of a causative nature. 


5. Symptom complex uninfluenced by any type 
of ordinary drug or psychotherapy. 


The following report of a few typical 
cases which we have treated will illustrate 
the conversion depressions: 


1. Mrs. J. A. P., a 35 year old white housewife, 
was seen for the complaints of “loss of pep, slug- 
gishness, thickness in the head,’’ and several so- 
matic complaints. She had been ill for five years 
and had consulted at least ten physicians, who 
treated her for menopause, hypothyroidism, and 
low blocd pressure. The patient stated that she 
wus now confused about her illness. ‘Doctor, it 
has gotten to the point that I can’t put my finger 
on anything.” The husband and members of her 
family were becoming alarmed over her inclination 
to have one or more highballs more than she usu- 
ally took on social occasions. Direct inquiry dur- 
ing interviews with the patient revealed the fol- 
lowing: She had noted that she was unable to get 
pleasure out of her friends and associates as for- 
merly and felt that this was the reason she drank 
the extra highballs. There was a definite change 
in her sex life, in that she had become frigid. There 
was some feeling of inferiority for no specific rea- 
son that she could lay her hands on. She summed 
up these symptoms by remarking spontaneously, 
“Doctor, I don’t know why I feel this way. There 
is absolutely no reason. My home is wonderful; 
we have no financial problems. I must have a ter- 
rible disease that the doctors can’t discover.” The 
mental status revealed a rather vibrant personal- 
ity. There was no overt evidence of an affective 
disturbance. There was no overt anxiety or ap- 
prehension. There were no trends compatible with 
a psychosis. A diagnosis of conversion depression 
was made and the patient was started on a course 
of electro-convulsive therapy. This treatment was 
given without psychotherapy. She received twelve 
treatments. Improvement was noted after the third 
treatment and upon completion of the course, the 
patient revealed a completely changed attitude to- 
wards herself and her environment. Her somatic 
complaints were no longer present and she reported 
that she felt better than she had in the past ten 
years. She remarked, “I can only see now, doctor, 


what I have been missing all these many years. I 
am so happy.” 
2. Mrs. W. F. M., a 44 year old housewife, was 
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admitted to a hospital by a local cardiologist for 
study of a heart condition. After complete medi- 
cal studies, including a cardiogram, revealed no 
physical basis for the patient’s complaint, psychia- 
tric consultation was requested. The patient re- 
vealed that for several years she had been con- 
scious of a precardial pain, which she felt was 
definitely ‘heart trouble.” There were spells re- 
quiring immediate hospitalization with heroic meas- 
ures, such as morphine and oxygen. A careful 
history revealed no definite nervous breakdowns. 
However, there was disclosed a trend of emotional 
instability, which apparently never interfered with 
a normal adjustment to every day problems. In 
several interviews, it was revealed that she had 
gradually lost interest in her Sunday School class 
work, which at one time afforded her a great deal 
of pleasure. There was a decline in her sexual re- 
sponse. Her interest in her husband and family 
had waned. Friends remarked that she was no 
longer the gay conversationalist. The mental status 
revealed a cooperative woman, who exhibited no 
evidence of overt anxiety, apprehension, or tension. 
It was more of an indifferent attitude. There was 
no overt evidence of affective disturbance, judg- 
ment was unimpaired, and there were no trends of 
a psychotic reaction. A diagnosis of conversion 
depression was made and she was given nine elec- 
tro-convulsive treatments without psychotherapy. 
Following treatment the patient remarked that, al- 
though she could not put her finger on it, she was 
aware of a difference in her feeling, which she could 
not recall having for many years in the past. She 
looked with enthusiasm to returning to her Sunday 
School teaching. She was jocular and exhibited a 
marvelous sense of humor. There were no further 
complaints of precardial pain, nor was there any 
fear of having a recurrence. 


8. Mr. E. W. L., a 29 year old married white male, 
was referred with a diagnosis of anxiety state. For 
the previous six months he had complained of a 
nervous feeling in the morning, stiffness of the 
neck, a feeling of weakness in the knees, inability 
to concentrate properly, blurred vision, and chiefly, 
a distressing precardial pain. He was sure he had 
a heart disease. It was disclosed that in addition 
to the already described symptoms, there was a 
lack of energy, loss of normal interests, and a dis- 
tressing state of impotency. The patient’s wife re- 
marked: “Doctor, I just can’t understand it. My 
husband is so different now than he was six months 
ago. At that time he had so many interests. He 
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enjoyed baseball, listening to the radio, and social 
contacts, but now he seems entirely different. He 
seems to shy away from all of these things. It 
seems as though he is afraid to even venture away 
from me.” The mental status revealed a friendly 
and cooperative individual. He established excellent 
rapport with the examiner. There was no overt 
apprehension, tension, or anxiety. There was no 
evidence of overt affective disturbance. Judgment 
was unimpaired, and there were no trends com- 
patible with a psychosis. A diagnosis of conver- 
sion depression was made. The patient was given 
a course of eight electro-convulsive treatments 
without psychotherapy. At the completion of the 
course there was a definite improvement and the 
symptomatology had completely disappeared. He 
was anxious to return to work, was interested in 
mingling with his friends, was no longer afraid to 
leave his wife, and he remarked spontaneously, 
“Doctor, it seems as if the past six months never 
existed.” 


CONCLUSION 


A technique for administration of electro- 
shock therapy is discussed. Certain points 
were brought out which make ambulatory 
treatment more acceptable to the patient. 
This mode of therapy reduces the financial 
burden on the patient and permits the treat- 
ment of personality disorders in their in- 
cipient stage, at which time patients would 
be reluctant to be hospitalized. The public” 
associates hospitalization for personality 
disorders with commitment to a mental in- 
stitution. Pride frequently suspends psy- 
chiatric study, until the condition becomes 
chronic and the prognosis more guarded. 


The authors have formulated and dis- 
cussed a clinical entity, which they have 
designated conversion depression. Interest- 
ing and gratifying results were obtained in 
these cases, and have prompted further 
study and formulation of certain diagnostic 
criteria which have been helpful in differen- 
tiating this condition from closely allied 
conditions that are not indications for elec- 
tro-shock therapy. 
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Isolated, is rogressive, Symmetrical Dystrophy of the 
Pectoralis Major Muscles 


(A Case Report) 


Harry A. TEITELBAUM, M.D.,* and 
RutH P. LEwIs, M.D.* 
Topeka, Kansas 


In the chapters on the myopathies, or 
muscular dystrophies, Wilson: (1940) writes 
that, “while many cases run true to type, 
exceptions abound; unusual distributions 
and combinations occur as do abortive or 
incomplete forms; congenital muscular hy- 
poplasias sometimes continue for years ere 
genuine dystrophy developes.” Wilson points 
out that the sternocostal part of the pecto- 
ralis major muscle may be involved, while 
the clavicular part may be spared. The se- 
lective wasting of the sternocostal portion 
of the pectoralis major muscle is also re- 
ferred to by Oppenheim? (1908), and Bram- 
well® (1925). 

Congenital defects in pectoralis major de- 
velopment have been described by Rector‘ 
(1935), Irvine and Tilley’ (1937), and Sam- 
uel® (1945). Wilson indicates that congeni- 
tal hypoplasias sometimes continue for 
years before real dystrophy develops. Diehl’ 
(1927) states that congenital muscular de- 
fects do occur in conjunction with dystro- 
phy. In one of his cases, in addition to mus- 
cular dystrophy, there was a congenital, 
bilateral, partial defect in the development 
of the pectoralis major muscles. Here even 
the clavicular parts of the muscles were in- 
volved, the right more than the left. How- 
ever, the muscle tissue that was present did 
function well. Diehl states that while a 
pathogenetic relationship between the two 
deficiencies is not established, he believes 
that the congenital defects are a rudimen- 
tary form of dystrophy. 

Oppenheim refers to abortive forms of 
myopathy in which a particular muscle area 
alone is involved, the process showing no 
tendency to spread elsewhere. Wilson men- 
tions limited, transitional and late forms. 
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The “formes frustes” are subject to much 
dispute, as to “whether they are examples 
of persisting muscle defect, acquired local 
wasting, or genuine but self-limited progres- 
sive dystrophy.” Wilson cites a case with 
facial orbicularis oris weakness, and atrophy 
of the trapezius and pectoralis major mus- 
cles. There were indications that the weak- 
ness started in the early teens. The patient 
was considered as a case of arrested or abor- 
tive myopathy. This patient’s daughter and 
two nephews suffered from the Landouzy- 
Dejerine type of muscular dystrophy. Wil- 
son also refers to a combined serratus and 
trapezius myopathy, which he prefers, how- 
ever, to consider as secondary to neuritis, 
rather than a dystrophy. Bramwell*® (1922- 
23) described two cases of progressive bi- 
lateral weakness and wasting of the quadri- 
ceps muscles, which appeared in both in- 
stances at about the age of 52. In one case 
there was also congenital absence of the 
brachioradialis and biceps femoris muscles. 
Another similar case was reported by 
Krabbe® (1925). Here there was progres- 
sive symmetrical atrophy and weakness of 
the quadriceps and triceps muscles, that 
started at the age of 23, and continued to 
complete wasting. 

That myopathy can start late in life is 
pointed out above, and is further substan- 
tiated by Nevin’? (1936), who reports two 
cases with onset at 68 and 58 years of age 
respectively. He also cites 25 cases from the 
literature in which the illness set in at ages 
ranging from the fourth to the seventh dec- 
ades. 


CASE REPORT 
History. The patient was a 35 year old 
white male. He knew of no family history 
of muscle wasting or nervous illness. He 
was seen in the O. P. D. because of three 
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episodes of loss of consciousness, once when 
a boy after seeing his brother’s bleeding 
finger; once while a venapuncture was done 
while in the army; and the third time while 
his hip was being x-rayed in December 1946. 
After he regained consciousness from his 
last spell he was told that he had had an 
“epileptic state or convulsion.” He was 
given dilantin, following which he had two 
or three spells of feeling ill, but no loss of 
consciousness. In the course of the inter- 
view he mentioned that there was progres- 
sive wasting of his chest muscles during the 
past four years. He also had some difficul- 
ties in hearing with his left ear. 


Neurologic examination: The patient was 
a cooperative, moderately concerned person. 
Cranial nerves showed the following abnor- 
malities. Pupils were slightly irregular bi- 
laterally. They were equal and reacted well 
to light and in convergence. A watch could 
not be heard when held close to the left ear. 
Weber test showed lateralization to the 
right side. Motor status showed no abnor- 
malities in gait, strength, tone, or coordina- 
tion. There was partial, symmetrical wast- 
ing of the upper digitations of the sterno- 
costal portions of the pectoralis major mus- 
cles as illustrated in Fig. 1. There was no 
significant weakness of the remaining parts 
of these muscles, as in the case described by 
Diehl. No other muscle wasting was pres- 
ent. Reflexes were entirely normal, and 
none of a pathological nature were present. 
Sensation was normal. 


Laboratory Studies: Spinal fluid was clear 
and colorless. Cell count—0. Pandy—trace. 
Total protein —34 mg%. Wasserman—neg- 
ative. Gold curve—2333110000. Blood se- 
rology was negative. 


Electroencephalogram: EEG record was 
poorly organized, grossly symmetrical, and 
of low voltage. A fairly large amount of 
alpha appeared in long and short runs, hav- 
ing a basic frequency of 10 cps, varying in 
amplitude from 20 to 50 microvolts. No 
spikes were present. In three sections of 
the record, questionable abnormal waves 
were present, of 5-7 cps, and 30-50 micro- 
volts. Toward the end of hyperventilation, 
a long run of 5-7 eps activity appeared, 
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reaching an amplitude of 90 microvolts. The 
impression was that of an abnormal EEG, 
compatible with either diffuse but mild cor- 
tical damage, or a convulsive disorder. 


Creatine—creatinine Studies on Urine. A 
control 24 hour specimen of 1575 cc of urine 
contained 0.11 gms. of creatine and 1.5 gm. 
creatinine. After ingestion of 1 gm. of crea- 
tine a 24 hour specimen of 2625 cc of urine 
contained 0.34 gms. of creatine and 2.1 gm. 
of creatinine. 


Muscle-nerve Studies. These showed no 


reaction of degeneration in the pectoralis 
major muscles. 








Fig. 1. Photograph of patient showing the sym- 
metrical wasting of the upper digitations of the 
sternocostal parts of the pectoralis major muscles. 


of any reaction of degeneration indicates the 
primary nature of the muscular wasting. 


DISCUSSION 
The selective, symmetrical, progressive 
wasting of the sternocostal portion of the 
pectoralis major muscles occurring in- the 
third decade fits at present in the category 
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of Oppenheim’s abortive form of muscular 
dystrophy, or Wilson’s “formes frustes.” 
However, since the process of wasting is 
still active in this patient, only the passage 
of time will determine whether the dystro- 
phy will ultimately spread or remain con- 
fined to the muscles now involved. In the 
absence of a positive family history, this 
has to be considered as a sporadic case. The 
presence of creatine in the urine supports 
the diagnostic impression; and the absence 


CONCLUSION 
A case of progressive, bilateral symmetri- 
cal dystrophy limited to the sternocostal 
portions of the pectoralis major muscles is 
described; and its place in the classification 
of muscular dystrophies is considered. 


AUTHOR’S NOTE: This article is published with per- 
mission of the Chief Medical Director, Department of 
Medicine and Surgery, Veterans Administration, who as- 
sumes no responsibility for the opinions expressed or 
conclusions drawn by the authors. 
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Dr. A. E. Bennett Makes Change 


Announcement has been made that Dr. 
A. E. Bennett of Omaha, Nebraska, has re- 
signed as professor and chairman of the de- 
partment of neuropsychiatry, University of 
Nebraska College of Medicine and has been 
appointed associate director of the new 
forty bed psychiatric unit at Herrick Memo- 
rial Hospital, Berkeley, California. The pro- 
fessional and nursing staffs and the Neuro- 
psychiatric Foundation of which Dr. Bennett 


is director will also transfer to Berkeley, 
California. 

Dr. Bennett in cooperation with his asso- 
ciates in the department of neuropsychiatry 
has pioneered the development of psychiatry 
within a general hospital, psychiatric nurs- 
ing, shock therapy in depressions, artificial 
fever therapy in neurosyphilis, and the use 
of curare in clinical medicine. 








